In 2014, the American College of Obstetricians and Gynecologists (ACOG) and the Society for Maternal Fetal Medicine (SMFM) published an Obstetric Care Consensus for safe prevention of the primary cesarean delivery (CD). The objective of our study was to assess whether implementation of the new guidelines in our department,regarding second stage of labor, decreased our primary CD rate safely. STUDY DESIGN: A historical cohort study of all women, reaching the 2 nd stage of labor, at term, in a single university-affiliated medical center (2010)(2011)(2012)(2013)(2014)(2015)(2016)(2017). Following the new ACOG and SMFM guidelines, we changed our departmental definition of 2 nd stage arrest of labor from 2 and 1 hour in nulliparous or multiparous women respectively, without epidural, to 3 and 2 hours in nulliparous or multiparous women respectively; with the addition of 1 hour to each group when using epidural analgesia. We compared maternal and neonatal outcomes over three year's periods: 1 st period e preguidelines (2010-2013) vs. 2 nd period e post-guidelines (2014-2017). The primary outcome was CD rate at 2 nd stage of labor. RESULTS: 5931 women were included in the study. The CD rate of women in the 2 nd stage of labor has increased significantly from 4% in the pre-guidelines period to 5.9% in the post-guidelines period (OR 1.48, 95%CI 1.16-1.89). After a sub-analysis of specific subgroups, the CD rate increase was solely observed in nulliparous women with epidural (6.1% vs. 10.2%, P <0.001). However, the CD rate for arrest of 2 nd stage of labor was statistically reduced between the two periods (72.9% vs 59.8%, P <0.05). Maternal and neonatal outcomes did not differ between the 2 periods, apart for increased odds for vaginal operative delivery in the post-guidelines period (10.6% vs. 12.3%; P <0.05) ( Table 1) . After adjusting for confounders, including: age, parity, birthweight, labor induction, and epidural; we have found no association between the implementation of the new guidelines and a change in CD rate performed at the 2 nd stage of labor (aOR 1.25, 95%CI 0.97-1.61). (Table 2 
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To evaluate the effect of maternal age on obstetrical and perinatal outcomes. Is there an age cut-off of which there is an increase in adverse outcomes? STUDY DESIGN: Retrospective cohort study comparing demographics, risk factors, complications, infant outcome, and incidence of cesarean delivery (CD) between parturients in different ages. We used the Receiver Operating Characteristic model with youden statistics index to find the best cut off of age considers CD. A multivariable logistic regression analysis was calculated to assess the effect of maternal age on CD rate and composite adverse outcome; after adjusting for parity, smoking, gestational diabetes (GDM), preeclampsia, induction of labor, epidural use and birth weight. RESULTS: A total of 11,343 nulliparous parturients were included in the study. Age 27.5 yrs was found to be the cut-off age from which we found a significant increase in maternal and neonatal adverse outcomes (Fig. 1) . Women 27 y were associated with a higher risk for CD compared with women <27 y (35.7% vs. 21.3%, P<0.0001) Poster Session I ajog.org S116 American Journal of Obstetrics & Gynecology Supplement to JANUARY 2019
